Objective: Understanding how populations at particular risk for posttraumatic stress disorder (PTSD) and its deleterious outcomes cope with individual PTSD symptoms is critical to developing interventions that promote resilience, support recovery, and ultimately empower traumatized populations. Therefore, the purpose of this study was to identify specific strategies women use to cope with individual PTSD symptoms among a population at particular risk for experiencing trauma and its negative sequelaeAfrican American victims of intimate partner violence (IPV) who use substances. Method: This 30-day study included 107 African American women who reported experiencing current IPV and using a substance. During their follow-up interviews, women participated in a structured interview to retrospectively report on the strategies they typically used to cope with various PTSD symptoms during the 30-day period. Results: Results of content analysis revealed that women used 19 different strategies to cope with symptoms (e.g., social support, substance use, electronic media, religious or spiritual coping), which varied as a function of the PTSD symptom experienced. Aggregating symptoms to the cluster level obscured the variability in strategies used to cope with individual symptoms. Conclusions: Findings are discussed in the context of the larger literature on coping and PTSD, specifically regarding (a) coping strategies that may be adaptive or maladaptive and (b) directions for future research that attend to experiences of individual PTSD symptoms.
and, therefore, can develop PTSD regardless of the coping strategies they employ to deal with the traumatic event. Identifying specific strategies for coping with PTSD has substantial implications for treatment and future research-especially given that coping is modifiable with treatment (Carlson, 1997; Steinhardt & Dolbier, 2008) . Therefore, the purpose of this study was to elucidate specific strategies used for coping with individual PTSD symptoms.
One population particularly worthy of study regarding coping with PTSD is women who experience intimate partner violence (IPV). PTSD is highly prevalent among this subgroup, with rates ranging from 31% to 84% (Golding, 1999) . IPV-victimized women often report significant impairment in functioning related to their PTSD symptoms even when they do not meet full criteria for the disorder (Hellmuth, Jaquier, Swan, & Sullivan, 2014) . Extant research among IPV victims has examined strategies for coping with IPV but not with PTSD (M. D. Mitchell et al., 2006) . Qualitative data are needed to identify coping strategies, given that existing measures are inadequate for assessing coping with PTSD. Existing measures assess strategies used to cope with an acute event, yet PTSD (particularly in the context of IPV) is chronic. For example, some of the more widely used coping measures prompt individuals to describe strategies for coping with a specific situation (see Cook & Heppner, 1997; Skinner, Edge, Altman, & Sherwood, 2003) . Although focusing the assessment of coping on a specific situation has proven important for a number of reasons, including that coping has been shown to be context-specific (Al-dao, 2013) , there is great utility in assessing how individuals cope with events that are chronic, such as with PTSD symptoms related to chronic IPV. This level of specificity is needed to promote resilience and recovery from PTSD by informing treatment development.
Though measures for assessing coping with PTSD symptoms stemming from chronic events are lacking, research on coping in general provides valuable information regarding the types of strategies that might be utilized (Skinner et al., 2003) . With respect to more specific coping strategies related to IPV, researchers have identified that women often use social support, problem solving, and avoidance (Sullivan, Schroeder, Dudley, & Dixon, 2010; Weiss et al., 2017) ; Research among African American IPV victims has shown considerable use of religious coping strategies as well (El-Khoury et al., 2004) . The scant literature that exists on coping with PTSD has focused on one symptom, for example, intrusive thoughts or memories (Steil & Ehlers, 2000; Williams & Moulds, 2007) , and has not included IPV samples. Studies that identify the specific strategies that IPV-victimized women use to cope with other PTSD symptoms, and explore whether these strategies differ as a function of the PTSD symptom experienced, will inform the development of more targeted treatments for addressing PTSD in this population.
Regarding African American women, high rates of trauma and PTSD have been observed in this population (Catalano, 2012; November; Roberts, Gilman, Breslau, Breslau, & Koenen, 2010) . African American women are less likely to seek treatment for PTSD than are White individuals (Roberts et al., 2010) and are more likely to report drug use associated with injury by IPV (Nowotny & Graves, 2013) . Although IPV-victimized women's use of coping strategies varies by race (Weiss et al., 2017) , no research has investigated the strategies African American IPV victims employ to cope with specific PTSD symptoms. Investigating coping strategies employed by African American women will enhance culturally informed intervention efforts.
The purpose of this study was to identify specific strategies used to cope with individual PTSD symptoms employed by African American women who currently experience IPV and use substances. To determine whether the examination of coping needs to occur at the individual symptom level, rather than at the aggregated cluster level, we also examined strategies for coping with symptoms aggregated at the level of PTSD symptom clusters.
Method

Participants and Procedures
Data were collected as part of a larger, ongoing study examining the within-subject relations between PTSD, substance use, and risky sex among IPV-victimized community women. Because this larger microlongitudinal (or daily process) study has been centrally focused on the outcomes of drug and alcohol use, any amount of substance use was an inclusion criterion to ensure that there were enough occurrences of substance use to test study aims regarding daily, within-subject relationships between IPV, PTSD, and substance use. A stratified sampling approach has been utilized to ensure that an equal number of African American, Latino, and White participants were recruited. The present study focused on the subsample of African American women. Recruitment materials were posted in community establishments (e.g., grocery stores); selected state offices (e.g., the Department of Education); and waiting rooms, bathrooms, and exam rooms of urban-area primary care clinics. Eligibility was determined via a phone screen. Inclusion criteria included (a) involvement in a heterosexual relationship for 6 months or longer with the presence of physical victimization during the past 3 months, (b) continuous partner contact (i.e., saw partner at least twice weekly with no more than 2 weeks apart during the past month), and (c) the use of any amount of drugs or alcohol during the past 3 months. Exclusion criteria included (a) inpatient psychiatric hospitalization within the last year or (b) current residence in a shelter or group home at the time of the screening interview.
All procedures were reviewed and approved by the authors' institutional review board. After providing written informed consent, eligible participants completed (a) a baseline interview, (b) 30 days of daily data collection, and (c) a follow-up interview on or after Day 31 of the study. Face-to-face individual interviews were administered by trained master's-or doctoral-level female research associates or postdoctoral fellows in private offices to protect participants' safety and confidentiality. At baseline, women completed a semistructured, computer-assisted quantitative interview. During the daily data collection period, women called a toll-free number four times a day to answer close-ended, prerecorded questions regarding PTSD symptoms, IPV, and substance use. At follow-up, a semistructured, computer-assisted interview was completed by all women. Those who endorsed any PTSD symptoms during the 30-day daily data collection period responded to structured interview questions during the follow-up interview that assessed how they typically coped with any of the individual PTSD symptoms they reported during the daily data collection.
Women were remunerated up to $325, which included payments for baseline and follow-up interviews and graduated payments with bonus payments for compliance with daily surveys. Participants were provided with a list of community resources relevant to IPV, mental health and substance use, social services, employment, and economic stability. Assistance with referrals was provided upon participant request. If the participant expressed safety concerns, the interviewer offered to develop a safety plan personalized to her unique situation. The principal investigator of the project was available on-call if participants required additional trauma-related support.
A total of 119 African American women completed the baseline interview. Of these women, eight did not participate in the follow-up interview, two participated in the follow-up interview but endorsed no PTSD symptoms during daily data collection, and two were excluded from analyses because of unreliable data. The final sample comprised 107 African American women who ranged in age from 19 to 62 (M ϭ 40.97, SD ϭ 12.67). Seventy-one of the women (66.4%) were unemployed prior to the study. Mean annual income ranged from $0 to $42,000 (M ϭ $12,272.27, SD ϭ $9,079.76), and average level of education was 12.22 years (SD ϭ 1.77). Most women were not married to their partners (n ϭ 92; 86%). Over half (n ϭ 65; 60.7%) were living with their partners. Women saw their partners an average of 6.04 days a week (SD ϭ 1.39). Mean years in the relationship was 7.33 (SD ϭ 6.60; range ϭ 6 months to 37.67 years). This document is copyrighted by the American Psychological Association or one of its allied publishers.
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Measures
PTSD symptoms. During the baseline interview, the Posttraumatic Stress Diagnostic Scale (Foa, Cashman, Jaycox, & Perry, 1997) was administered to assess reexperiencing, avoidance, numbing, and hyperarousal PTSD symptoms based on the Diagnostic and Statistical Manual of Mental Disorders (4th ed.; DSM-IV; American Psychiatric Association, 1994) in relation to victimization by a current male partner. Responses were rated on a scale from 0 (not at all, or only one time) to 3 (5 or more times a week, or almost always). Cronbach's alpha ϭ .93.
Coping with PTSD symptoms. During the follow-up interview, participants were asked, "In the daily phone surveys, you said you had experienced [individual PTSD symptom inserted]. What did you do to cope with this?" For each response offered by the participant, the interviewer queried, "Is there anything else?" until no further responses were offered. Though participants were queried for each of the 17 PTSD symptoms they endorsed during daily data collection, two avoidance symptoms (i.e., avoiding thoughts and feelings; avoiding activities, situations, and people) and three numbing symptoms (i.e., difficulty remembering; diminished interest or participation in activities; detachment/estrangement from others) were not included in this study, because these symptoms can be conceptualized as coping strategies in and of themselves. Therefore, we examined responses to coping with 12 symptoms.
IPV. Physical victimization was measured by the 78-item Revised Conflict Tactics Scale (CTS-2; Straus, Hamby, & Warren, 2003) . Responses were recoded to the midpoint of the range of scores (see Straus et al., 2003) . Psychological and sexual victimization were measured by the Psychological Maltreatment of Women-Short Version (PMWI-S; Tolman, 1999) and the Sexual Experiences Survey (SES; Koss & Oros, 1982) , respectively (which measure psychological and sexual victimization more comprehensively than does the CTS-2). For the PMWI-S, participants rated the extent to which each item applied to them on a 4-point Likert-type scale ranging from 1 (never) to 4 (very frequently). The original SES response options are yes and no. To gain greater knowledge, we used the response options and scoring system from the CTS-2. Victimization was assessed during the baseline interview using a referent time period of 30 days. Cronbach's ␣s ϭ .93, .90, and .92 for the 12 physical, 14 psychological, and 10 sexual victimization items, respectively.
Alcohol and drug use disorders. During the baseline interview, the Structured Clinical Interview for DSM-IV Axis I Disorders (SCID-IV; First, Spitzer, Gibbon, & Williams, 2002) was administered to assess alcohol and drug use disorders. The SCID-IV is a well-established diagnostic interview with adequate psychometric properties (First & Gibbon, 2003) . Interviewers were trained to reach high interrater reliability, and diagnoses were reviewed and confirmed in consensus meetings led by the study's principal investigator.
Data Analysis
Structured interview responses were coded independently by two raters. Emerging themes were identified using a grounded theory approach (Charmaz, 2015) . Responses were coded into the final strategies, called nodes, using NVivo (Version 10) software. Agreement across the coders for each of the strategies was calculated by using a ratio of agreements to disagreements. Overall agreement across all strategies was calculated by averaging the agreements obtained for each strategy. Interrater reliability was greater than .88 for each of the strategies (see Table 1 ). The raters examined any responses where disagreement occurred, and a consensus coding was obtained for agreement.
To characterize the sample, we provided descriptive statistics for the quantitative measures assessing IPV, PTSD symptoms, and drug and alcohol use disorders. Next, using NVivo (Version 10) software, we summarized the qualitative data. Women's reports of how they coped with each of the endorsed PTSD symptoms were then examined individually. To determine whether this individual symptom focus was necessary, we then aggregated reports of coping to the level of the symptom cluster (i.e., reexperiencing, numbing, hyperarousal) so that patterns could be compared to the findings regarding individual symptoms. Exploring the level of specificity when examining coping with PTSD may contribute to future research and measure development.
Results
Descriptive Analyses
Results from the PMWI-S (Tolman, 1999) indicated that all women reported psychological victimization in the past 30 days (M ϭ 42.05 incidences, SD ϭ 11.19). Most women reported physical (86.0%; M ϭ 22.86 incidences, SD ϭ 43.27) and sexual (63.8%; M ϭ 16.90 incidences, SD ϭ 36.82) victimization in the past 30 days as assessed by the CTS-2 (Straus et al., 2003) and the SES (Koss & Oros, 1982) , respectively. Forty-one women (38.3%) met DSM-IV diagnostic criteria for PTSD, with scores ranging from 0 to 51 (M ϭ 19.94, SD ϭ 12.20), and 83 women (79%) met Criterion F for clinically significant impairment in functioning.
Regarding past 30-day substance use, 89.7% of women (n ϭ 96) reported alcohol use and 61.7% (n ϭ 66) reported drug use, with most reporting marijuana use (53.3%; n ϭ 57), followed by cocaine use (14.0%; n ϭ 15), opioid use (7.5%; n ϭ 8), hallucinogen use (3.7%; n ϭ 4), sedative-hypnotic-tranquilizer use (2.8%; n ϭ 3), and amphetamine use (.9%; n ϭ 1). Nearly half (42.1%, n ϭ 45) met criteria for a drug and/or alcohol use disorder: 28% (n ϭ 30) and 18.7% (n ϭ 20) met criteria for a drug and alcohol use disorder, respectively. A few women (4.7%; n ϭ 5) met criteria for concurrent drug and alcohol use disorders.
Structured Interview Responses
During the follow-up interview, women provided 1,401 responses to the question of how they coped with the individual PTSD symptoms they reported. Table 1 describes the coping strategies that categorize these responses and reports the frequency of endorsement of each strategy. In addition to the 19 specific coping strategies reported, Did Nothing was reported, and it is included because of its implications for future research and intervention development. Of note, 53 (3.8%) responses were too vague to code (e.g., "shake off the anger monkeys") and 46 (3.3%) responses were specific enough to code but did not fit an identified strategy (e.g., "eat some ice").
Strategies for coping at the level of individual PTSD symptoms. We explored coping strategies at the level of the 12 individual symptoms. Frequencies and percentages of endorsement This document is copyrighted by the American Psychological Association or one of its allied publishers.
for each strategy for coping with individual reexperiencing and select numbing symptoms are presented in Table 2 ; strategies reported for coping with individual hyperarousal symptoms are presented in Table 3 . The two most frequently endorsed strategies for coping with each symptom are bolded in the tables. Patterns of the most frequently endorsed coping strategies are briefly summarized. Seven coping strategies emerged as the most frequently endorsed across the 12 individual PTSD symptoms: social support (for eight symptoms); substance use and did nothing (for four symptoms each); and electronic media, reappraisal, deep breathing, and emotional expression (for one symptom each). Strategies for coping at the level of PTSD symptom clusters. Coping strategies endorsed at the symptom-cluster level are presented in Table 4 . Aggregating symptoms to the cluster level obscures the variability in strategies used to cope with individual symptoms. Four coping strategies emerged as the most frequently endorsed across the three symptom clusters: social support (for two symptom clusters), substance use (for two symptom clusters), and did nothing and reappraisal (for one symptom cluster each). At this level, it appears that women do not frequently endorse electronic media, reappraisal, or emotional expression, as is reflected in examination at the level of the individual symptom.
Discussion
This study fills a critical gap in the literature by examining the strategies utilized by victims of IPV to cope with individual PTSD symptoms. To our knowledge, no study exists that comprehensively examines unique strategies used to cope with the individual Going to the gym, exercising, or playing sports "I will go to the track and walk and it clears my mind"
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PTSD symptoms. Elucidating specific strategies for coping with individual symptoms has strong implications for future research and treatment. Coping is modifiable with intervention (Carlson, 1997; Steinhardt & Dolbier, 2008) and thus can contribute to fostering resilience and recovery among trauma-exposed individuals. This study focused the investigation of coping with individual PTSD symptoms among a population at particular risk for PTSD and its deleterious outcomes-African American IPV-victimized women who use substances (El-Khoury et al., 2004; Roberts et al., 2010) . Findings highlight the tremendous variability in coping strategies utilized as a function of individual symptoms. Further, results underscore the importance of investigating symptom experiences and coping strategies at the individual symptom level versus symptom cluster level, which has key implications for future research and intervention development. Nineteen strategies for coping with individual PTSD symptoms emerged, some of which were frequently endorsed for coping with multiple symptoms, others of which were infrequently endorsed and/or used for coping with only one or two symptoms. Providing descriptive information regarding the frequency of endorsement is critical because, to our knowledge, it provides the first comprehensive snapshot of strategies used for coping with individual symptoms in one high-risk sample. Further, highlighting frequencies of endorsement can inform research on the outcomes of strategies and their effectiveness, including identifying those strategies that are effective in reducing or protecting against negative sequelae of trauma.
Given the goals to inform future research and intervention development (both formal treatment and community-based interventions), it may be useful to consider findings in the context of the larger literature on coping, specifically regarding strategies that may be considered adaptive or maladaptive-even though the outcomes or consequences of the strategies were not assessed here. Among this sample of IPV-victimized women, the top four strategies for coping with some individual symptoms are putatively adaptive and include social support, electronic media, reappraisal, and emotional expression. However, these strategies were never endorsed for some other symptoms. For example, no women endorsed using reappraisal or emotional expression to cope with sleep difficulties. Relatedly, other putatively adaptive strategiesincluding exercise, deep breathing or relaxation, and acceptance or awareness-were rarely endorsed to cope with any symptoms. These findings have important implications. The high utilization of some putatively adaptive strategies for certain symptoms speaks to the strengths of this population and their potential resilience. For example, the use of social support coping is consistent with the conservation of resources theory, which posits that people, to increase resilience, activate their available resources to cope with ongoing stress (Hobfoll, 1989 )-including IPV (Johnson, Palmieri, Jackson, & Hobfoll, 2007) . As another example, women in this sample utilized specific strategies that have demonstrated the ability to reduce distress in other populations, including reappraisal (Goldin et al., 2012 (Goldin et al., , 2014 . These findings suggest that if victims learn effective and adaptive coping strategies, it is promising that This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
these strategies will be employed in attempts to manage PTSD symptoms. These findings also suggest that intervention may not always need to be in the context of treatment as usual (i.e., obtaining mental health treatment from a clinic), given that some strategies, if determined to be effective in future research, can be taught within nontraditional settings (e.g., church groups) or perhaps can be learned from social supports. This is important given that the majority of African American women with PTSD may never seek formal treatment for their difficulties. Regarding putatively maladaptive strategies, substance use was among the more frequently endorsed coping strategies for multiple symptoms. This was not surprising, given that the participant inclusion criteria included those using any amount of drugs or alcohol during the previous 3 months. However, it is important to note that substance use was not endorsed as a coping strategy for all symptoms, such as flashbacks or having a sense of a foreshortened future. When substance use was within the top three endorsed coping strategies (but not the top), the highest endorsed strategy has the potential to promote resilience (e.g., coping through social support). That said, research has documented the high prevalence of alcohol, drug, and tobacco use and their detrimental effects among IPV victims (Ashare, Weinberger, McKee, & Sullivan, 2011; Sullivan, Cavanaugh, Buckner, & Edmondson, 2009) , highlighting the need for prevention and intervention efforts aimed at replacing substance use with more adaptive forms of coping.
Though extant research has identified coping strategies that are putatively adaptive versus maladaptive based on their associations with psychopathology and maladaptive behaviors (Aldao, NolenHoeksema, & Schweizer, 2010; Gross, 1998; Kring & Sloan, 2010) , the outcomes of coping strategies vary as a function of context and culture, such that putatively adaptive and maladaptive coping strategies may confer both beneficial and deleterious outcomes in specific contexts and for individuals from specific cultural groups (Aldao, 2013; Aldao & Nolen-Hoeksema, 2012a , 2012b Plummer & Slane, 1996; Rodrigue, 1997; Tate, Van Den Berg, Hansen, Kochman, & Sikkema, 2006 )-hence our use of the word putatively earlier.
The impact of context on coping strategy outcome may be particularly pronounced for IPV-victimized women's efforts to cope with PTSD symptoms. For instance, initial evidence has suggested that avoidance coping (one putatively maladaptive strategy) may be associated with adaptive outcomes for individuals in environments perceived as uncontrollable (Valentiner, Holahan, & Moos, 1994; Vitaliano, DeWolfe, Maiuro, Russo, & Katon, 1990) or with exposure to repeated or prolonged stressors (Duncan, 1996; Gonzales & Kim, 1997) , because it may reduce conflict and subsequent threat of physical harm as well as reduce the impact of victimization on psychological outcomes because women may not be able to change their situation (Fine, 1992; Lewis et al., 2006) . Relatedly, and more specifically, examples provided earlier for putatively adaptive and maladaptive strategies (e.g., social support, deep breathing, and substance use) may have paradoxical outcomes. For instance, some forms of social support (e.g., friend's use of avoidance responses) have been found to result in negative mental health outcomes (e.g., greater depression and stress symptoms) among IPV victims (R. E. Mitchell & Hodson, 1983) . Deep This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
breathing when misused can maintain and/or exacerbate mental health symptoms (Salkovskis, Clark, & Gelder, 1996; Taylor, 2001) . Further, substance use has been found to demonstrate a U-shaped relationship with mental health outcomes, such that light and heavy drinkers have the highest levels of depressive and anxiety symptoms, whereas moderate drinkers have the lowest levels of depression and anxiety symptoms (Lipton, 1994; Rodgers et al., 2000) . Regarding culture, the designations of adaptive and maladaptive may be more relevant to individuals of particular cultures, such as those who have privilege regarding race or ethnicity and social class. As such, the outcomes of specific coping strategies may be culture-specific, such that what is adaptive in one culture may be maladaptive in another. Indeed, whereas African Americans have reported greater use of both putatively adaptive and maladaptive strategies (e.g., Plummer & Slane, 1996; Rodrigue, 1997; Tate et al., 2006; Weiss et al., 2017) , the consequences of these strategies have been shown to differ among racial or ethnic groups (e.g., Aldridge-Gerry et al., 2011; Richman, Sohmer, Rospenda, & Shannon, 2011; Weiss et al., 2017) . For instance, Richman et al. (2011) found that putatively maladaptive (i.e., denial, self-blame) and adaptive (i.e., positive reframing, humor) strategies were associated with less problem drinking among African American and Latino college students relative to their White counterparts. The chronic and heightened stress burden experienced among women from certain racial or ethnic groups or cultures (e.g., exposure to race-related stressors) may explain their greater use of avoidance coping (Plummer & Slane, 1996) , because such strategies may result in short-term reductions in stress and anxiety as well as increase hope or courage or lead to a sense of mastery over aversive emotions (Roth & Cohen, 1986) . Taken altogether, it is critically important for future research to study outcomes of employing specific coping strategies to deal with particular PTSD symptoms in the context of IPV and with particular cultural groups rather than presuming strategies are adaptive or maladaptive.
Last, findings make it clear that a focus at the individual level of PTSD symptoms is necessary in coping research. Examination of coping at the individual symptom level provides vital information that may otherwise be misrepresented by aggregating strategies for coping at the level of the symptom clusters. In other words, elements of the ecological fallacy would apply (Robinson, 1950; Winzar, 2015) ; experiences would have been misrepresented if they were aggregated. Furthermore, a focus on individual symptoms makes the most sense clinically. Patients typically present for treatment with concerns about symptom experiences, not with concerns about a diagnosis. Presumably, clinicians would target the individual symptoms reported and therefore need to know what strategies are effective for clients to cope with specific symptoms.
Despite the significant gaps filled by this study, there are limitations worthy of note. First, reports of strategies used to cope are retrospective and therefore subject to memory decay and recall bias. Second, Did Nothing was frequently reported as a response but is not an actual response. Women who reported Did Nothing likely did something, even if it was utilizing a passive strategy (e.g., to continue doing what they had been doing before they experienced the symptom). Though we acknowledge the lack of querying for more specific information regarding Did Nothing as a limitation, we also perceive this as a strength, because it suggests that a large number of women are not aware of what they do when they experience symptoms. These findings highlight the frequency of potential missed opportunities for more active (and potentially effective) strategies to be used. Third, we did not assess for the outcomes of coping strategies. Clearly, there is a need for future research to examine closely the outcomes of coping strategies so that targeted, effective interventions can be developed. Fourth, there has been some evidence to suggest that IPV-victimized women may be coerced or forced to use substances by their partners (Brookoff, O'Brien, Cook, Thompson, & Williams, 1997; Sorenson & Wiebe, 2004) . Future work is needed to better understand the impact of coerced or forced substance use on the variables explored here. Fifth, this study focused on a specific sample of trauma victims-African American women currently experiencing IPV and using substances-and therefore findings cannot be generalized to other racial or ethnic groups, to victims of other traumas, or to women who do not report substance use. For example, delineation of coping with PTSD symptoms versus ongoing trauma is more difficult among women experiencing ongoing trauma than it is among women whose trauma experiences are only in the past. As such, future studies are needed to better understand whether the coping strategies identified here vary among women with and without ongoing traumatic exposure. Moreover, investigations also are needed to understand the unique nature of symptoms among populations exposed to different types of traumas and strategies for coping with those symptoms.
It is common for traumatized populations to exhibit some PTSD symptoms (Rothbaum et al., 1992; Santiago et al., 2013; Schnurr, This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
2014
). Yet, despite evidence to suggest that PTSD symptoms are related to a wide range of deleterious physical and mental health outcomes (Marshall et al., 2001 ), research to date has focused almost exclusively on how victims cope with acute event(s) as opposed to PTSD symptom(s). The goal of the current study was to extend extant research by identifying strategies that African American IPV-victimized women who use substances utilize to cope with individual-level PTSD symptoms. Results revealed 19 different strategies women used to cope with PTSD symptoms, which were found to vary as a function of the symptom experienced. These findings highlight potential targets for prevention and intervention efforts aimed at reducing PTSD symptoms in this population, suggesting the utility of promoting use of putatively adaptive strategies for coping with PTSD symptoms and replacing putatively maladaptive strategies for coping with PTSD symptoms. Further, they underscore the need for focusing on individual-level (vs. cluster-level) PTSD symptoms in research and clinical practice.
